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This case is reported, first, because it illustrates the diffi¬ 
culty of determining, even at operation, the exact cause of 
obstruction; and second, because it demonstrates the wisdom of 
immediate drainage of the bowel with secondary resection in 
critical cases of acute ileus in which the integrity of the intes¬ 
tine is questionable. 

History .—November n, 1906, R. E., 28 years old, mechanic, 
was suddenly seized with severe pain in the bowels after eating 
heartily. A cathartic relieved him, but tbe following night, pain 
returned and was very severe. It subsided toward morning, how¬ 
ever, but a “dull, constant pain" remained, general at first 
throughout the whole abdomen, but later localized to a point just 
to the left and above the umbilicus. The bowels could not be 
again moved by cathartics or enemas. Great rigidity existed, 
but no tympany. No tumor mass could be felt. The abdomen in 
fact was rather scaphoid. 

This condition existed for 24 hours, when he began to vomit 
contents of stomach and bowel, and later the vomitus contained 
bright red blood and many clots. This soon changed to “ coffee 
ground ” vomit with much mucus and occasional clots. Hic¬ 
cough developed. Temperature 97°, pulse 112, and slightly 
irregular. The rigidity and local tenderness increased, the point 
of greatest tenderness being three inches above and just to the 
left of the umbilicus. Enemas contained mucus and blood clots, 
but almost no ftecal matter. By the time he reached the hospital, 
his temperature was 96° and pulse 128. The vomiting and hic¬ 
cough was continuous, and by the following morning, his tem¬ 
perature was 102 0 , pulse 140, face anxious, and abdomen slightly 
tympanic. 

First Operation (Facal Fistula). —Ether, Dr. Child and Dr. 
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Chambers assisting. The abdomen was opened in median line. 
The intestines were much congested and somewhat distended 
with gas. They were systematically examined, the gut being 
replaced as rapidly as it was gone over. The large bowel was 
normal. In pulling up the jejunum near the duodenum, the 
intestine was brought into the wound with difficulty, and a re¬ 
tractor was moved, thinking that it might have caught or com¬ 
pressed the bowel. An inspection showed this was not the case, 
but as the gut was brought into the wound, an area about io to 12 
inches long was encountered about 3 feet from the duodenum, 
that was almost black, greatly congested and covered in places 
with flakes of lymph. There were a number of petechial hamior- 
rhages throughout this area. The streaks of lymph were 
arranged in parallels at right angles to the bowel, (as if an intus¬ 
susception had been unfolded), and the mesenteric vessels were 
in places thrombosed. The color of the gut partially improved 
upon exposure, but so bad did it remain, that it was brought down 
into the left iliac fossa and anchored there to form a fa:cal 
fistula as soon as adhesions should form to protect the peritoneal 
cavity. 

The patient reacted fairly well from the operation. Twenty- 
four hours later, however, he became very restless. His tempera¬ 
ture rose to 102°; pulse 136; abdomen tympanitic; and all the 
signs of an extending peritonitis. The bowel was consequently 
immediately opened. Great quantities of blood and gruinous 
material were discharged with the liquid faecal matter. Ilis 
symptoms almost at once subsided and his improvement was 
rapid. However, by the seventh day, it was noticed that the 
patient was rapidly losing in weight. The abdomen was greatly 
irritated by the acrid discharges from the wound, and his dis¬ 
comfort was great. So high up had the bowel been opened, that 
food taken by the mouth, was often found only partially digested 
in the wound a short time after eating. 

Second Operation (Closure of Fistula with Resection of 
Dowel ).—Ether was again given; the fistula temporarily closed 
by a running stitch, and the abdomen cleansed as thoroughly as 
its excoriated condition would warrant. Dense adhesions were 
encountered on opening the abdomen. In fact, the whole mass 
of intestines were matted together so firmly, that great difficulty 
was encountered in freeing the bowel at all, and in doing so, the 
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jejunum was so torn, that 5 inches of the gut were resected; the 
ends being brought together end to end with Lembert-Czerny 
sutures. A small gauze drain was inserted in the wound and the 
abdomen partially closed. 

Recovery was uneventful, except for a slight leakage at the 
line of suture. This opening soon closed, and the patient went 
on to an uninterrupted recovery. 

Owing to the extremely critical condition of this patient, 
the exact cause of the obstruction could not be absolutely 
demonstrated at operation. The weight of evidence, however, 
tends to support the opinion, that an intussusception existed, 
that was unfolded in the process of bringing the small gut into 
the wound and immediately replacing it. The parallel layers 
of lymph, the petechial haemorrhages, and the thrombosed 
mesenteric vessels also support this contention. The congested 
area of gut, it is true, lay deep in the abdominal cavity, sug¬ 
gesting a retroperitoneal hernia, but this condition also exists 
frequently in intussusception, owing to the infolding of the 
lumen of the bowel on itself, and the consequent shortening of 
the mesentery. The history of the case, and demonstration of 
so much blood in the vomitus and in the washings from the 
bowel, also seem more consistent with intussusception than 
hernia or strangulation. Volvulus did not exist. There were 
no peritoneal bands nor rents in the omentum or mesentery. 
A hernia into the foramen of Winslow is extremely rare, and 
is said to exist only in those cases with an abnormal mesentery 
or an unusually large foramen; neither' of these conditions 
existed in this case. 

There was no co-existing heart-disease, nor evidence of 
acute embolism. Some of the mesenteric vessels immediately 
along the bowel were thrombosed, but this process seemed to be 
the result of some mechanical obstruction from without, rather 
than to disease or an occluding process within the lumen of the 
vessels. It is interesting to note, however, that the symptoms 
of mesenteric embolism, as given by McArthur in his careful 
study of this condition (Annals of Surgery, vol. 33, no. 4), 
almost exactly corresponded to those manifest in this case: 
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i. Blood in washings from (lie bowels, in the bowel movements, 
or in voniitus, unaccompanied by tumor of intussusception; 2. 
Colicky pains associated with pain in back and lumbar region; 

3. Early collapse if the embolism lias been sudden or extensive; 

4. Cardiac disturbance, arythmia, and great frequency of the 
pulse, albuminuria. 

A diagnosis from intussusception or retroperitoneal herpia 
on these symptoms alone would, however, be impossible in 
many cases in which the presence of a tumor mass was absent. 
In my own case a small hernia into a retroperitoneal fossa 
could not be absolutely excluded. Moynihan gives the five 
most common varieties as: 1. Superior duodenal, 2. Inferior 
duodenal (Treitz), 3. Para-duodenal, 4. Mescnterica parietal 
(YValdcyer), 5. Meso-colic fossa. 

A brief description of these fossa; is essential, owing to 
the confusion of terms. 

1. Superior Duodenal Fossa. —Present 40 to 50 per cent, 
of the cases, alone or with infra-duodenal; lies to left of ascend¬ 
ing portion of duodenum; looks downward. Apex extends up 
toward body of pancreas. Inferior mesenteric vein lies gener¬ 
ally in superior duodenal fold. (Jonnesco.) 

2. Inferior Duodenal Fossa. —Most frequent; 70 to 75 
per cent.; more or less well defined; left side of ascending 
portion of duodenum; looks upward. Fundus inclines down¬ 
ward and to the right to root of mesentery. Superior and 
inferior at times blend and make oval opening. 

3. Para^Duodeual Fossa. —Lies to left and some distance 
from .ascending portion of duodenum; caused by raising a fold 
from inferior mesenteric vein; a mesentery to the vein; looks 
downward with wide orifice. 

4. Mescnterica Parietal Fossa. —Generally formed by the 
meso-jejunum immediately behind the superior mesenteric 
artery and just below the duodenum. 

5. Mcso-Colic Fossa. —Formed by a fold containing the 
ascending branch of the left colic artery; extends to the left 
between layers of transverse mesocolon—uncommon. 

A small hernia into any one of these fossa: could very well 
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have existed in this case, and been unconsciously relieved by the 
process of “ going over the intestines.” The extremely critical 
condition of the patient precluded a protracted search for a 
cause that had been already relieved. 

The question of the proper management of these critical 
cases of intestinal obstruction is one of the most difficult in 
surgery. The temptation to immediate resection is always 
great, but the results are frequently disappointing. This 
applies particularly to resection for acute obstruction, associ¬ 
ated with gangrene or thrombosis. In the best hands, the 
mortality for immediate enterectomy is 50 per cent., and in 
some clinics runs as high even as 85 per cent. Septic peri¬ 
tonitis is the cause of death. This is the result of the lowered 
resistance of the peritoneum, and also is due to the fact that 
gangrene once started often extends beyond the line of 
sutures. Sutures also placed in congested swollen tissue (as 
not infrequently they are) become loose and leak when the 
inflammation or induration rapidly subsides. 

The emptying of the bowel by a fatal fistula does more 
than simply relieve the obstruction; it immediately relieves 
the acute congestion, and unquestionably checks a fulminating 
or spreading peritonitis. Probably the best method to follow 
in these cases of early gangrene is that of von Mickelitz, by 
which he anchors the questionable loops of gut parallel in 
wound, the gangrenous portion being outside the abdominal 
cavity. Thus, after the diseased area is removed, the con¬ 
tinuity of the gut may be re-established by the simple applica¬ 
tion of a clamp, each blade of which enters the afferent and 
efferent bowel. Pressure necrosis causes union after the 
manner of the Murphy button. In my own case, an effort was 
made to close the faecal fistula in this manner, but the forceps, 
when applied, caused so much pain and shock that they had to 
be immediately removed. 

The use of Paul’s tubes would probably have prevented in 
some measure the great excoriation of the skin, had they been 
available. Hockenegg’s method of inserting a glass tube into 
the afferent end of the bowel, and the closure of the fistula after 
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12 days, I can hardly see, would have been any improvement 
on a simple fistula and the procedure followed in my own case. 

Acute gangrenous ileus from whatever cause is always 
one of the gravest conditions that the abdominal surgeon has 
to encounter. Treated by whatever method, the mortality will 
always be high. Immediate resection is the ideal procedure, 
theoretically, but its failure in so large a percentage of cases 
practically precludes its application in all but the most favor¬ 
able conditions. 

The establishment of a faecal fistula can be done with the 
minimum of risk, and after the acute symptoms have subsided, 
the closure of the fistula can be accomplished with very little, 
if any, additional danger. 

I11 cases of gangrene from thrombosis, the only recorded 
cases of recovery have thus been (with one exception) treated 
by resection in two sittings. (Elliott, Annals of Surgery, 
vol. xlii, no. 5.) 

My own case, herein reported, it is true, is incomplete in 
the fact that the exact case of ileus and thrombosis was not 
incontrovertibly demonstrated. Its rapidly developing gan¬ 
grene, however, places it among the critical cases of intestinal 
obstruction, that are best treated by operation in two stages, 
and it is offered as additional evidence of the wisdom of this 
method of procedure. 



